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Beauchamp T, Jennings B, Kinney E, LevineR. Pharmaceutical resear ch involving thehomeless. JMed
Philos 27(5): 547-564, Oct. 2002.

Discussions of research involving vulnerable populations have left the homeless comparatively ignored.
Participation by these subjectsin drug studies has the potential to be upsetting, inconvenient, or unpleasant.
Participation occasionally producesinjury, health emergencies, and chronic health problems. Nonetheless, no
ethical justification exists for the categorical exclusion of homeless persons from research. The appropriate
framework for informed consent for these subjects of pharmaceutical research isnot asingle event of oral or
written consent, but amulti-staged arrangement of disclosure, dialogue, and permission-giving. Paymentsand
other rewardsin biomedical research raiseissues of whether it isethical to offer inducementsto the homeless
in exchange for participation in drug studies. Such inducements can influence desperate persons who are
serioudly lacking in resources. The key is to strike a balance between arate of payment high enough that it
does not expl oit subjects by underpayment and low enough that it does not create an irresistible inducement.
This proposal does not underestimate the risks of research, which are often overestimated and need to be
appraised in light of the relevant empirical literature.

Central City Assaciation of Los Angeles. Downtown's human tragedy: It'snot acceptable anymore: A
public health and safety plan.

Thisreport describes homel essnessin Downtown Los Angeles and proposes a 14-point plan to addressissues
of public health and safety. It addresses the public health, safety and economic crises, and pinpoints target
populations effected. The report's recommendations focus on service resistant addicted, mentally ill,
panhandlers, parolees, drug dealers and other criminals (authors).

Chau, S, Chin, M, Chang, J, Luecha, A, Cheng, E, Schlesinger, J, Veena, R, Huang, D, Maxwell, AE,
Usatine,

R, Bastani, R, Gelberg, L. Cancer risk behaviors and screening rates among homeless adultsin Los
Angeles County. Cancer Epidemiology, Biomakers & Prevention 11 (5): 431-438, 2002.

This article examines the many barriers to heath care and preventive services facing people who are
homeless, despite the fact that they have an increased preval ence of most risk factorsfor cancer. A group of
adults who are homeless, at nine different locations within Los Angeles County were surveyed during the
summers of 1998 and 1999. The majority of this population had not been to cancer screening exams,
however, their risk factors make them morelikely to develop cancer. The authors assert that given the lower
cancer screening rates compounded by higher cancer risk factors, populations of homeless adults need
increased access to cancer screening, and education on the availability of free services. Also, the authors
suggest that facilities for people who are homeless and their staff should reinforce the purposes of cancer
screening, provide more screening services, and implement institutional effortsto reduce high-risk behaviors
(authors).




Cheung RC, Hanson AK, Maganti K, Keeffe EB, Matsui SM. Viral hepatitisand other infectiousdiseases
in a homeless population. JClin Gastroenterol 34(4): 475-480, Apr 2002.

GOALS: To determine the prevalence of four common infectious diseases-hepatitis B, hepatitis C, human
immunaodeficiency virus (HIV), and tubercul osis-as well as co-infection rates and risk factorsin ahomeless
population. BACKGROUND: The prevalence of infectious diseases, especialy viral hepatitis, anong the
homeless population is largely unknown. STUDY : This study consists of a retrospective analysis of the
history and laboratory data collected from all homel ess veterans admitted to aVeterans Administration (VA)
domiciliary from May 1995 to March 2000. RESULTS: Of the homeless veterans admitted to a VA
domiciliary program, 597 of 829 were screened for markers of al four infectious diseases. The overall
prevalence of anti-hepatitis C virus (HCV) antibody, and positiveresult for purified protein derivative (PPD),
anti-HIV antibody, and hepatitis B surface antigen (HbsAg) were 41.7%, 20.6%, 1.84% and 1.17%,
respectively. At least one of the four markers was positive in 52.6% and more than onein 12%. Co-infection
with HCV occurred commonly in veterans who were positive for anti-HIV (72.7%) and HBsAg (57.1%).
Four self-reported major risk factors (intravenous drug use, alcohol abuse, previousimprisonment, and prior
stay in a shelter) were evaluated. Multivariate analysis indicates that intravenous drug use and anti-HBs
reactivity areindependent risk factorsfor HCV infection, HCV infection for anti-hepatitis B surface antibody
reactivity, and older age for PPD positivity. CONCLUSIONS: Chronic hepatitis C and co-infections are
common among the homel ess popul ation. Patientsinfected with HIV and hepatitis B virusfrequently are co-
infected with HCV. Infections frequently are associated with certain identifiable risk factors.

Connor, SE, Cook, RL, Herbert, M1, Neal, SM, Williams, JT. Smoking cessation in ahomeless population:
Thereisawill, but isthere away? Journal of General Internal Medicine 17 (5): 369-372, 2002.

In this article, the authors seek to determine the prevalence of smoking, interest in smoking, cessation, and
preferences for smoking cessation treatment among a diverse sample of 236 adults who are homeless. The
authors al so determine how readinessto quit smoking might vary according to living situation, demographic
factors, and current participation in a substance abuse treatment program. The findings suggest an urgent
need to develop and implement smoking cessation programs for people who are homeless (authors).

Ensign J, Panke A. Barriersand bridgesto care: Voices of homelessfemale adolescent youth in Seattle,
Washington, USA. JAdv Nurs 37(2): 166-172, Jan 2002.

AIM: The purpose of this study was to conduct an assessment of reproductive health-seeking behaviors,
sources of advice, and access to care issues among a sample of clinic-based homeless adolescent women.
BACKGROUND: Adolescent women are among the most vulnerable and medically underserved subgroups
within the homeless population in the United States. Homeless youth are rarely invited to participate in
research aimed at improving their access to appropriate health care. Also, the culture in which they live and
the personal experience of being homeless are often not addressed. STUDY METHOD: The research was
descriptive, using focus groups and individual interviewswith a purposeful sample of 20 femaleyouth, aged
14-23 years. FINDINGS: The women said that they seek health advice from other women, including their
mothers even whilethey are homeless. They reported first trying self-careinterventions, and going to clinics
when self-care actions no longer worked. They stated that the main barriers to health care were lack of
insurance, confusion over consent, transportation problems, lack of respect (from providers) for their own
self-knowledge, and judgementalism from providers. CONCLUSION: Using the concept of cultural
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competency, the results provide insights into how to improve communication and health care services for
thesewomen. RECOMMENDATIONS: Health care providers need to recogni ze and appreciate thelifestyle,
beliefs, and adaptive attitudes of homeless youth, rather than labelling them as 'deviant’. All personnel who
interact with and on behalf of homel ess youth must be adequately trained in general knowledge regarding the
health of homeless youth aswell asin an understanding of the role that culture playsin their health-seeking
behaviors.

Hwang SW. |s homelessness hazardous to your health? Obstacles to the demonstration of a causal
relationship. Can JPub Health 93(6): 407-410, Nov-Dec 2002.

BACKGROUND: Homeless people suffer from high levels of morbidity and mortality, but there is
surprisingly little empiric evidence that homelessnesshas adirect adverse effect on health. METHODS: This
study examined the relationship between shelter use and risk of death using longitudinal datain a cohort of
8,769 homeless men in Toronto, Ontario. Shelter use was modelled as a time-dependent covariate in a Cox
regression analysis. RESULTS: In amodel adjusted for age and previous pattern of homel essness, therisk of
death during months in which homeless shelters were used was significantly increased (hazard ratio, 1.84;
95% confidence interval, 1.27-2.67). CONCLUSIONS. Among men, periods of homeless shelter use are
associated with higher mortality. There are three reasons why this finding does not necessarily mean that
homel essnessitself increasestherisk of death. First, the hazard of death associated with shelter use compared
to non-shelter use may be significantly different from that associated with homelessness compared to non-
homel essness. Second, the association between shelter use and risk of death may be confounded by other
variables such asalcohol and drug use. Finally, because the mechanism and time-course of the putative effect
of homelessness on health is uncertain, appropriate modelling of the time-dependent covariateisdifficult to
ensure. Further research into the possible adverse effects of homel essness on health is needed and would have
important implications for public policy.

O'Toole, TP, Gibbon, JL, Seltzer, D, Hanusa, BH, Fine, MJ. Urban homelessness and poverty during
economic prosperity and welfare reform: Changes in self-reported comorbidities, insurance, and
sour cesfor usual care, 1995 - 1997. Journal of Urban Health 79 (2): 200-210, 2002.

Inthisarticle, theauthorsreport findings from two cross-sectional, community-based surveysof homelessand
urban poor adults in Pittsburgh, PA. The authors assess changes in demographic composition, source for
usual care, self-reported comorbidities, and issues of subsistence between samples of adults who were
homeless in 1995 and 1997. The changes noted are discussed in the context of the relative economic
prosperity intheregion at thetime and its effect on homel essness, aswell asthe structural supportsfor health
care to urban poor during the shift to Medicaid managed-care coverage and eligibility restrictions (authors).

Post, PA. Hard toreach: Rural homelessness and health care. Nashville, TN: National Health Care for
the Homeless Council, 2002.

Thisreport examines obstacles to health care encountered by people who experience homel essnessin small
communities and remote rural areas of the United States. |nformation presented here was obtained from the
research literature and from 32 service providers and others who are knowl edgeabl e about rural poverty and
homelessnessin 17 states. The document summarizeswhat isknown about the causes of rural homel essness,
and how unstably housed people living in rural areas differ from their urban counterparts. In addition, it
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describes health problems often experienced by rural homeless clients, highlights strategies that homeless
service providers are using to meet the challenges these clients present, and lists their recommendations for
policy and practice to improve service access and reduce the incidence of rural homelessness. Sources cited
in this report and additional resources about rural homelessness in particular states are included in the
bibliography (authors).

Rew L. Characteristicsand health car e needs of homelessadolescents. NursClin North Am 37(3): 423-
431, Sept 2002.

Thereisasignificant and growing number of adol escents who separate early from their families and become
homeless. These youths are heterogeneous in terms of gender, race, ethnicity, and socioeconomic status, but
the mgjority come from families that have been disruptive or dysfunctional in some way. Homeless
adolescents are vulnerable to avariety of physical and psychologic problemsrelated not only to their family
histories but to the stressful environmentsin which they try to survive. Although numerousfederd, state, and
local programs have been devel oped to meet their needsfor shelter, health care, and education, much remains
to be done to ensure their healthy development and to prepare them for responsible lifein the larger society.

Rosenbawm, S, Zuvekas, A. Healthcar euse by homelessper sons: | mplicationsfor public policy. Health
Services Research 34(6): 1303-1305, 2000.

The authors present findings from a study that examinesthe use of healthcare by homelesspersons. Despitea
limited sample size, the complexities of tracking homeless study participants, and the short follow-up time
involved, the study presents compelling findings regarding the willingness of homeless persons to seek out
and use appropriate healthcare, despite of what can only be thought of as overwhelming tasks of daily living.
The finding suggests that policies that promote healthcare access among the homeless through broader
funding will in fact reach a population that values healthcare and uses it appropriately (authors).

Smith HM, Reporter R, Rood MP, Linscott AJ, MascolaLM, Hogrefe W, Purcell RH. Prevalence study of
antibody to ratbor ne pathogens and other agentsamong patientsusing afreeclinicin downtown L os
Angeles. Jlnfect Dis 186(11): 1673-1676, Dec 2002.

Norway rats (Rattus norvegicus) are hostsfor various microbes. Homel ess people who have contact with rats
may be at risk of infection by them. The Los Angeles County Department of Health Services initiated a
seroepidemiologic study among patients who used a free clinic in downtown Los Angeles; 200 serum
specimens obtained for other routine assaysweretested for antibodiesto ratborne pathogens and other agents.
The seroprevalence of antibody to hepatitis E virusin this population was 13.6%; to Bartonella elizabethae,
12.5%; to B. quintana, 9.5%; to B. henselae, 3.5%; to Seoul virus, 0.5%; and to Rickettsiatyphi, 0.0%. This
study found that patients and locally trapped rats had antibodies to some of the same agents.




Szerlip MI, Szerlip HM. Identification of cardiovascular risk factorsin homelessadults. AmJMed Sci
324(5): 243-246, Nov 2002.

BACKGROUND: Cardiovascular diseaseis an important health problem among homel ess adults; however,
the common cardiac risk factors present in this population are unknown. This study was undertaken to
identify thereversible cardiovascul ar risks present in the homeless. METHODS: A retrospective chart review
was performed randomly on 100 patients who were seen at a homeless clinic in New Orleans, Louisiana.
These patients were compared with 200 matched nonhomel ess patients who attended an inner-city primary
care clinic. Each chart from the 2 groups was reviewed for the presence of hypertension, diabetes mellitus
type 2, cigarette smoking, and hypercholesterolemia. Statistical comparisons were made between the
homeless and the control subjects. RESULTS: Hypertension was present in 65% of the homeless but only
52% of the nonhomeless [P < 0.05; oddsratio 1.78 (Cl, 1.09 to 2.9)]. Smoking was far more commonin the
homel ess than the nonhomel ess, 75 versus 57%, respectively [P < 0.005; oddsratio 2.22 (Cl, 1.27 to 3.88)].
There was no difference in the prevalence of diabetes or total cholesterol. Compared with national data
hypertension, smoking and diabetes seem to be represented excessively in the homeless population.
CONCLUSIONS: smoking and hypertension are significantly more prevaent in the homeless population
than in a matched cohort. Educational and preventive programs are needed to reduce the prevalence of
cardiovascular disease and reduce the overutilization of expensive healthcare resources.

2001

Boyce WF. Disadvantaged persons participation in health promotion projects: Some structural
dimensions. Soc Sci Med, 52(10):1551-64, May 2001.

A structural perspective was used in studying community participation of disadvantaged groups (poor women,
street youth, and disabled persons) in health promotion projects. Five community projects in the Canadian
Health Promation Contribution Program were examined in a comparative case study utilizing in-depth
interviews, documents, and secondary sources. Analysisreveaed relatively low numbers and restricted range
of participants, difficultiesin recruiting and maintaining participants, declining rates of active participation
over time, and limited target group influence and power. This paper reports on the relationship between
variousdimensions of structure (social-cultural, organizational, political-legal-economic) and the community
participation process. Participation was influenced by structural factors such as bureaucratic rules and
regulators, perceived minority group rights and relations, agency reputations and responsibilities, available
resources, and organizational roles. Control of projects by target group members, rather than by service
agencies, was an important overall organizational structural factor which allowed community members to
achieve influence in projects. The study concludes that a conceptual model based on structural factorsis
useful in explaining how key factors from federal and local levels can restrict or facilitate community
participation.




D’Amore J; Hung O; Cjaomg W; Goldfrank L. The epidemiology of the homeless population and its
impact on an urban emergency department. Academic Emergency Medicine, 8(11):1051-5, November
2001.

Thisstudy characterizesthe homel ess adult population of an urban emergency department (ED) and study the
medical, psychiatric, and social factorsthat contribute to homelessness. Methodsincluded aprospective, case-
control study of all homeless adults patients presenting to an urban, tertiary care ED and arandom set of non-
homel ess controls over an eight-week period during summer 1999. Research assi stants administered a50-item
guestionnaire and were trained in assessing dentition and triceps skin-fold thickness. Inclusion criteria: all
homel ess adultswho consented to participate. Homel essness was defined as being any person not residing at a
private address, group home, or drug treatment program. Randomly selected controls were concurrently
enrolled with a 3:1 homeless: control rate. Exclusion criteria: critically ill, injured, or incapacitated patients,
or patients < 21 years of age. Two hundred fifty-two homeless subjects and 88 controls were enrolled. Data
are presented for homelessvs control patients: mean age = 42 vs48; male gender 95% vs 54%; history of TB
49% vs 15%; history of HIV infection 35% vs 13%; history of penetrating trauma 62% vs 16%; history of
depression 70% vs 15%; history of schizophrenia27% vs 7%; history of alcoholism 81% vs 15%; significant
tooth loss (>3) 43% vs 18%; percentage of body fat 16.5% vs 19.7%; mean number of ED visits'year 6.0 vs
1.6. In the study population, homelessness was associated with a history of significantly higher rates of
infectious disease, ethanol and substance use, psychiatric illness, social isolation, and rates of ED use.

Elliott BA, Beattie MK, Kaitfors SE. Health needs of peopleliving below poverty level. Fam Med 33(5):
361-366, May 2001.

BACKGROUND AND OBJECTIVES: Low-income populations, especially persons without health
insurance, suffer disproportionately with avariety of chronic ailments, postpone getting medical care, and
have shorter life spans. This study was conducted to better understand the health care needs and behaviors of
peopleliving in poverty. METHODS: Participantsfor the study were recruited through agencies serving low-
income and homeless people, neighborhood businesses, churches, and subsidized housing units. All
parti cipants were adults who had incomes bel ow 200% of the federal poverty level. Subjects completed face-
to-faceinterviewsto answer questionsabout demographicsand their concerns about health care. Quantitative
and qualitative analyses were performed. RESULTS: A total of 750 people were interviewed, with 729
providing usable data. Thirty-seven percent of subjects reported spending at |east part of the previous year
without health insurance. Fifty-six percent of these individual s were persons who were employed but whose
employersdid not provide health insurance. Reported health concerns were accessto care (reported by 21%
of subjects), costs of care (13%), and ability to purchase medications (15%). Forty-five percent of subjects
reported receiving mental health services; these subjects were concerned about their ability to continue
receiving care and to afford medications. CONCLUSIONS: The portion of thelow-income populationthatis
uninsured for part or all of ayear isgreater than in published reports. The health behaviors of thisgroup are
easily understood when coverage (if any), level of income, age, and health care needs are considered.

Hatton DC, Kleffel D, Bennett S, Gaffrey EA. Homeless women and children’'s accessto health care: A
paradox. J Community Health Nurs, 18(1):25-34, Spring 2001.

Homeless women and children who reside in shelters experience many health-related problems. The aim of
the qualitative study reported here wasto (a) explore how shelter staffs manage health problemsamong their
residentsand assist them in accessing health services, and (b) identify clinical strategiesfor community health
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nurses working with this population. Findings demonstrate a paradox whereby homeless shelter staffstry to
gain accessto carefor their residentsthrough a system that is designed to keep them out. In addition, findings
indicate aneed for increased community health nursing servicesin homeless shelters. Strategiesfor resolving
this paradox include providing assessment, policy development, and assurance of health care for homeless
women and children.

Kushel MB; Vittinghoff E; Haas JS. Factors associated with the health care utilization of homeless
persons. J of the American Medical Association, 285(2):200-6, Jan 10, 2001.

Homel ess personsface numerous barriersto receiving health care and have high rates of illnessand disability.
Factors associated with health care utilization by homeless persons have not been explored from a national
perspective. This studies objective is to describe factors associated with use of and perceived barriers to
receipt of health care among homel ess persons. Secondary data analysis of the National Survey of Homeless
Assistance Providers and Clients was utilized; atotal of 2974 currently homeless persons were interviewed
through homeless assistance programs throughout the United States in October and November 1996. The
main outcome measures included self-reported use of ambulatory care services, emergency departments, and
inpatient hospital services, emergency departments, and inpatient hospital services; inability to receive
necessary care; and inability to comply with prescription medication in the prior year. Overall, 62.8% of
subjects had one or more ambulatory care visits during the preceding year, 32.2% visited an emergency
department, and 23.3% had been hospitalized. However, 24.6% reported having been unable to receive
necessary medical care. Of the 1201 respondents who reported having been prescribed medication, 32.1%
reported being unable to comply. After adjustment for age, sex, race/ethnicity, medical illness, mental health
problems, substance abuse, and other covariates, having health insurance was associated with greater use of
ambulatory care, inpatient hospitalization, and lower reporting of barriers to needed care and prescription
medication compliance. Insurance was not associated with a greater use of ambulatory care and fewer
reported barriers. Provision of insurance may improve the substantial morbidity experienced by homeless
persons and decrease their reliance on acute hospital-based care.

McCabe S; Macnee CL; Anderson MK. Homelesspatients’ experience of satisfaction with care. Archives
of Psychiatric Nursing, 15(2):78-85, Apr 2001.

This article explores satisfaction with health care and the interrelationship among experiences of being
homeless, participants health perceptions, and experiences of satisfaction with health care. It was conducted
using participants selected fromfive sitesin one southeastern state. Participant interviewswere conducted at a
nurse-managed primary health care clinic for homeless, at anighttime soup-kitchen, and at three private, not-
for-profit, homeless shelters in two different towns. It was part of a larger study designed to develop and
validate areliable measure of client satisfaction with primary heath care among homel ess people. Face-to-
face interviewswith 17 homel ess person were conducted, with the semistructured interview constituting the
primary data source. Common themes were identified and the interrelationship of theme clusters was
explored. Analysisyielded five distinct themesthat represent the experiences of satisfaction with health care.
Thesethemeswere mediated and directly informed by five themes of homel essness and three themes of health
identified in the shared experiences of the participants. It suggests that satisfaction with health care for
homeless persons differsfrom currently identified dimensions of satisfaction with care, and that some aspects
of homelessness are seen by participants as positive and health-promoting.



Power R, Hunter G. Developing a strategy for community-based health promotion tar geting homeless
populations. Health Educ Res 16(5): 593-602, Oct 2001.

There is a need for targeted health promotion aimed at homeless populations. A survey of 100 Big Issue
newspaper vendors was conducted, along with in-depth interviews and focus groups, in order to identify
health promotion needs. Drug and al cohol problems, the effects of cold weather, nutritional deficiencies, and
poor persona hygiene were reported as the main health concerns. However, health was not always an
immediate priority for the homel ess, with daily concerns predominating, such as shelter and getting money for
food. A range of information needswere highlighted and anumber of key health promotion topicsidentified.
Socia network and social activity datawere collected from 14 Big I ssue vendorsto assesstheir penetration of
groups of homel ess people. Both generic and targeted health promotion activities are recommended, and the
role of health advocacy and peer education should be further explored.

Raoult D, Foucault C, Brouqui P. Infectionsin the homeless. Lancet Infect Dis 1(2): 77-84, Sep 2001.

Homeless people in developed countries have specific problems predisposing them to infectious diseases.
Respiratory infections and outbreaks of tuberculosis and other aerosol transmitted infections have been
reported. Homel ess intravenous drug users are at an increased risk of contracting HIV, and hepatitis B and C
infections. Skin problems are the main reason the homeless seek medical attention, and these commonly
include scabies, pediculosis, tinea infections, and impetigo. Many foot disorders are more prevalent in the
homelessincluding ulcers, cellulitis, erysipelas, and gas gangrene. Thelouse transmitted bacteria Bartonella
quintana has recently been found to cause clinical conditions in the homeless such as urban trench fever,
bacillary angiomatosis, endocarditis, and chronic afebrile bacteraemia. Treatment of homeless people is
complicated by financial constraints, self-neglect, and lack of adherence. Patientswith serious and contagious
illnesses should be hospitalised. Physicians should be aware of these specific issues to enhance care.

Rosenheck R; Morrisey J; Lam J; Caloway M; Stolar M ; Johnson M; Randolph F; Blasinsky M; Goldman H.
Service delivery and community: Social capital, service systems integration, and outcomes among
homeless per sons with severe mental illness. Health Serv Res, 36(4):691-710, August 2001.

OBJECTIVES: Thisstudy evaluated the influence of features of community social environment and service
system integration on service use, housing, and clinical outcomes among homel ess people with serious mental
illness. STUDY SETTING: A one-year observational outcome study was conducted of homel ess peoplewith
serious mental illnessat 18 sites. DATA SOURCES: Measures of community social environment (e.g., social
capital) were based on local surveys and voting records. Housing affordability was assessed with housing
survey data. Service system integration was assessed through interviews with key informants at each siteto
document interorganizational transactions. Standardized clinical measures were used to assess clinical and
housing outcomesin face-to-face interviews. RESEARCH DESIGN: Structural equation modeling was used
to determine the relationship between (1) characteristics of the social environment (social capital, housing
affordability); (2) the level of integration of the service system for persons who are homeless in each
community; (3) accessto and use of servicesby individual clients; and (4) successful exit from homelessness
or clinical improvement. PRINCIPAL FINDINGS: Social capital was associated with greater service systems
integration, which was associated in turn with greater access to assi stance from a public housing agency and
to agreater probability of exiting from homelessness at 12 months. Housing affordability also predicted exit
from homel essness. Neither environmental factors nor systemsintegration predicted outcomesfor psychiatric
problems, substance abuse, employment, physical health, or income support. CONCLUSION: Community
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social capital and service system integration are related through a series of direct and indirect pathwayswith
better housing outcomes but not with superior clinical outcomes for homeless people with mental illness.
Implications for designing improved service systems are discussed.

Shi L; Politzer RM; Regan JLewis-ldema D; Falik M. The impact of managed care on the mix of
vulnerable populations served by community health centers. J of Ambulatory Care Management,
24(1):51-66, Jan 2001.

This article examined the impact of managed care involvement on vulnerable populations served by
community health centers (CHCs), while controlling for center rural-urban location and size, and found that
centersinvolved in managed care have served asignificantly smaller proportion of uninsured patients but a
higher proportion of Medicaid users than those not involved in managed care. The results suggest that the
increase in Medicaid managed care patients may lead to a reduced capacity to care for the uninsured, thus
hampering CHCs from expanding access to health care for the medically indigent.

Steele RW; O”"Keefe MA. A program description of health careinterventionsfor homeless teenagers.
Clin Pediatr (Phila), 40(5):259-63, May 2001.

This prospective review was designed to determine the effectiveness of abroad spectrum health intervention
program for homeless and runaway youth. Diagnosis, treatment and counseling for drug use, sexually
transmitted diseases (STDs) and other health issues were provided all new admissions to aresidential care
facility during atwo-month enrollment. Education was continued during aone month follow-up period based
on the program entitled Bright Futures, previously developed and published by the National Center for
Education in Maternal and Child Health. Sixty percent of the 106 study residents had STDs on admission
while only 7% devel oped new STDs after compl eting therapy and undergoing counseling. Drug dependence
was reduced from 41% to 3%, and 42% achieved full-time or part-time employment. Fifty-nine percent
completed hepatitis B immunization with the three-dose series. This experience suggests that an organized
program of interventionsin aresidential care facility for homeless teenagers can significantly reduce drug
dependence and STDs.

Trevena LJ; Nutbeam D; Simpson JM. Asking the right questions of disadvantaged and homeless
communities. Therole of housing, patternsof illness and reporting behaviorsin the measurement of
health status. Aust N Z J Public Health, 25(4):298-304, Aug 2001.

OBJECTIVE: To assess the self-reported health status and its relationship to demographic variables among
patrons of a charity-run meals service at The Exodus Foundation, in urban Sydney, Australia. METHOD:
Random sample cross-sectiona study of 100 face-to-faceinterviews (79% recruitment rate). Subject reported
health status was measured by subjective rating scale, open-ended and checklist questions about presence of
type of acute and chronic disease. RESULTS: Compared to housed but poor counterparts within the Exodus
sample, homeless people were significantly more likely to report fair to poor health status and had more
serious patterns of illness (diseases of the digestive system, depression, common cold, bronchitis, refractive
errors, drug/alcohol dependence, diabetesmellitus Typell). Exodus patronsreported fewer acute and chronic
illnesses with open-ended questions that with a checklist. CONCLUSION: In this population, there was a
strong rel ationship between poor health and homel essness. When patterns of illness and injury were measured
within this group, they showed more seriousillnessthan in the general population. Such patterns may not be
identified by methods often used in traditional population health surveys.
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DiMarco MA. Faculty practice at ahomeless shelter for women and children. Holist Nurs Pract 14(2):
29-37, Jan 2000.

Homelessnessin Americahas significantly increased in recent years. Exact numbers of homeless personsin
the United States are difficult to assess, though estimates of homeless persons range from 250,000 to 3
million. The homeless popul ation has shifted to include women and children, including two parent families.
Providing health carefor the homelessis one of the most important and challenging health issuestoday. There
are many barriersto providing adequate health care. The purpose of thisarticleisto describe the complexity
of the role and the experiences of a pediatric nurse practitioner at a clinic in ahomeless shelter that houses
approximately 30 women and children.

Gelberg L; Andersen RM; Leake BD. The behavioral model for vulnerable populations: Application to
medical care use and outcomes for homeless people. Health Serv Res, 34(6):1273-302, February 2000.
Comment in: Health Serv Res, 34(6):1303-5, February 2000.

OBJECTIVES: (1) To present the Behavioral Model for Vulnerable Popul ations, amajor revision of aleading
model of accessto carethat is particularly applicableto vulnerable populations; and (2) to test themodel ina
prospective study designed to define and determine predictors of the course of health services utilization and
physical health outcomes within one vulnerable population: homeless adults. We paid particul ar attention to
the effects of mental health, substance use, residential history, competing needs, and victimization.
METHODS: A community-based probability sample of 363 homeless individuals was interviewed and
examined for four study conditions (high blood pressure, functional vision impairment, skin/leg/foot
problems, and tuberculosis skin test positivity). Persons with at least one study condition were followed
longitudinally for up to eight months. PRINCIPAL FINDINGS: Homeless adults had high rates of functional
vision impairment (37 percent), skin/leg/foot problems (36 percent), and TB skin test positivity (31 percent),
but arate of high blood pressure similar to that of the general population (14 percent). Utilization washigh for
high blood pressure (81 percent) and TB skin test positivity (78 percent), but lower for visionimpairment (33
percent) and skin/leg/foot problems (44 percent). Health status for high blood pressure, vision impairment,
and skin/leg/foot problems improved over time. In general, more severe homeless status, mental health
problems, and substance abuse did not deter homel essindividual sfrom obtaining care. Better health outcomes
were predicted by avariety of variables, most notably having a community clinic or private physician asa
regular source of care. Generaly, use of currently available services did not affect health outcomes.
CONCLUSIONS: Homeless persons are willing to obtain care if they believe it isimportant. Our findings
suggest that case identification and referral for physical health care can be successfully accomplished among
homel ess persons and can occur concurrently with successful efforts to help them find permanent housing,
aleviate their mental illness, and abstain from substance abuse.

Rosenbaum S, Zuvekas A. Healthcar e use by homeless per sons: Implications for public policy. Heath
Serv Res, 34(6):1303-5, February 2000. Comment on: Health Serv Res, 34(6):1273-302, February 2000.

Stuart HL; Arboleda-Florez J. Homeless shelter users in the postdeinstitutionalization era. Can J
Psychiatry, 45(1):55-62, February 2000.
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OBJECTIVE: To describe the psychiatric symptomatology and mental health service needs of homeless
shelter usersin Calgary, Alberta. Data were collected as part of a broad-based community action initiative
designed to reduce the problem of homelessness. METHODS: A semistructured interview was conducted
with arepresentative sample of 250 emergency shelter users. Mental health problemswere measured through
self-reportsof 9 psychiatric symptomsknown to be related to illnesses preval ent among homel ess popul ations
(depression, anxiety, and psychoses). The CAGE al cohol screen wasaso used. RESULTS: Three-quarters of
the sample expressed some symptomatology. About one-third were estimated to have a significant mental
health problem. The lifetime prevalence of acohol abuse was 33.6%. Higher levels of psychiatric
symptomatol ogy related to awide range of hardships, personal and public health risks, addictive behaviors,
victimization, economic and interpersonal life events, dissatisfaction and stress. Those with significant
symptomatol ogy frequently needed mental health care services but often did not know where to accessthem.
CONCLUSIONS: Preva ence of mental health and substance abuse problemswithin homeless populationsis
significant and associated with considerable hardship as well as personal and public health risks.

1999

Barrow SM; Herman DB; Cordova P; Struening EL. M ortality among homeless shelter residentsin New
York City. American Journal of Public Health, 89(4):529-34, Apr 1999.

Thisstudy examined the rates and predictors of mortality among sheltered homel ess men and womenin New
York City. Identifying data on a representative sample of shelter residents surveyed in 1987 were matched
against national mortality records for 1987 through 1994. Standardized mortality ratios were computed to
compare death rates among homel ess people with those of the general US and New Y ork City popul ations.
Logistic regression analysis was used to examine predictors of mortality within the homeless sample. Age-
adjusted death rates of homel ess men and women were four timesthose of the general US population and 2 to
3 times those of the general population of New Y ork City. Among homeless men, prior use of injectable
drugs, incarceration, and chronic homelessness itself compounds the high risk of death associated with
disease/disability and intravenous drug use. Interventions must address not only the health conditions of the
homeless but also the societal conditions that perpetuate homel essness.

Blewett DR; Barnett GO; Chueh HC. Experience with an eectronic health record for a homeless
population. Proc AMIA Symp, 481-5, 1999.

A computerized electronic medical record (EMR) system using client-server architecture was designed and
implemented by the Laboratory of Computer Science for use by the Boston Health Care for the Homeless
Program (BHCHP) to meet the unique medical record needs of the homeless. For the past three years, this
EMR hasbeen used to assist providersin thedelivery of health careto the homel ess population of Boston. As
the BHCHP has grown and technology improved, it isimportant to review what features of the EMR work,
and to investigate what improvements can be made for the better delivery of care to the homeless.

Bureau of Primary Health Care. Starting a student-run homeless clinic. A guidebook for health
professions students on the process of establishing a clinic. Reston, VA: The American Medical Student
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Association/Foundation, 1999.

The purpose of this manual isto provide a"how-to" framework for the devel opment of a student run clinic.
The manual details, with examples, the phases for clinic development. The clinics that are referenced fall
aong aspectrum of student involvement, from entirely student-run to student participation in existing clinics.
Because the structure of aclinicisbased on community needs, volunteer support, and financial backing, this
guide explains how various clinics approach the stages of clinic development. AVAILABLE FROM: The
American Medical Student Association/Foundation, 1902 Association Drive, Reston, VA 20191. Phone:
(703) 620-6600 ext. 217. Fax: (703) 620-5873.

Douglass RL; Torres RE; Surfus P; Krinke B; Dale L. Health care needs and services utilization among
sheltered and unsheltered Michigan homeless. J Health Care Poor Underserved, 10(1):5-18, February
1999.

Duchon LM; Weitzman BC; Shinn M. The relationship of residential instability to medical care
utilization among poor mothersin New York City. Med Care, 37(12):1282-93, December 1999.

OBJECTIVES: This study examines the relationship between residential instability, including mobility and
previous homel essness, and the use of medical care among previously sheltered and never-sheltered mothers
in New York City. The study represents one of the first efforts to follow up on families after they are no
longer homeless. METHODS: Mathers from 543 welfare familiesin NY C were interviewed, oncein 1988
(Time 1) and again beginning in 1992 (Time 2). The sampleincluded 251 familieswho first entered shelters
after their 1988 interview, and 292 families who spent no timein shelters before or after that point. Mothers
were asked about the source and volume of medical care used in the year before follow-up. RESULTS:
Analyses showed that previously sheltered mothers had a greater reliance on emergency departments (EDs)
and weaker ties to private physicians or health maintenance organizations (HMOs) than did mothers who
never used shelters. Mobility before the Time 1 interview was associated with greater reliance on EDs and
absence of a usual source of care. More recent mobility was not associated with a usual source of care.
Current residential stability reduced the likelihood of using an emergency department or having no regular
source of care. None of the measures of residential instability were related to the volume of outpatient care
used by mothers. CONCLUSIONS: A history of residential instability, particularly previous shelter use,
strongly predicts where poor mothers currently seek health care. The study provides evidence that upon
leaving shelters, mothers are not being well integrated into primary care services.

Ericsson NS; Corey PD. Health problemsand service utilization in the homeless. Journal of Health Care
for the Poor and Underserved 10(4): 443-452, 1999.

This article examines the health problems and utilization patterns of homeless individuals (n=292) seeking
medical services in a small southern community. Results showed that the medical problems for which the
homel ess sought treatment were often (72%) a recurring problem for which treatment had previously been
received. The most prevalent medical problem was upper respiratory infection (47%), likely exacerbated by
the high rate of cigarette smoking among the sample (73%). More than half (51%) had used other medical
servicesin the past month. Despite high rates of utilization, the homeless may be underutilizing appropriate
preventive medical services, waiting until the medical problem becomes serious before seeking treatment, and
overutilizing emergency roomsfor non-emergency care. Community-based services sensitive to the needs of
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the homeless are likely to cost communities less money while providing better services to the homeless.

Health Care for the Homeless Branch. Principles of practice - a clinical resource guidefor Health Care
for the Homeless programs. (PAL 99-12). HCH/DPSP/BPHC/HRSA/DHHS, March 1, 1999.

This Program Assistance L etter (PAL) describes clinical issues specific to the Health Care for the Homeless
Program, section 330(h) of the Public Health Service Act. It isintended to provide agreater understanding to
current and prospective grantees of the clinical components of delivering servicesto homeless persons. This
guidance should be used as a companion document to the BPHC Policy Information Notice (PIN) 98-23,
Health Center Program Expectations. Topics include program goals and challenges, definitions, program
services and delivery of services. AVAILABLE FROM: BPHC ACCESS at http://www.bphc.hrsa.gov.

Koegel P; Sullivan G; Brunam A; Morton SC; Wenzel S. Utilization of mental health and substanceabuse
services among homeless adultsin Los Angeles. Medical Care 37(3): 306-317, 1999.

This article examines utilization and predictors of mental health and substance abuse treatment among a
community-based probability sample of homel ess adults. The dataanalyzed were collected through interviews
with 1,563 homeless individuals. Two-thirds of these homeless adults met criteria for chronic substance
dependence, whereas 22% met criteriafor chronic mental illness, with substantial overlap between thosetwo
disorders: 77% of those with chronic mental illness were aso chronic substance abusers. Only one-fifth of
each of those two groups reported receiving treatment within the last 60 days. Mental health service
utilization was predicted largely by factorsrelated to need (e.g., diagnosis, acknowledgment of mental health
problem), whereas substance abuse service utilization was predicted my myriad additional factors.

O'Toole TP; Gibbon JL; Hanusa BH; Fine MJ. Preferencesfor sites of care among urban homeless and
housed poor adults. JGen Intern Med, 14(10):599-605, October 1999.

OBJECTIVE: To describe sources of health care used by homeless and housed poor adults. DESIGN: In a
cross-sectional survey, face-to-faceinterviewswere conducted to assess source of usual care, preferred site of
carefor specific problems, perceived need for health insurance at different sites of care, and satisfaction with
care received. Factors associated with selecting non-ambulatory-care sites for usual care were identified.
SETTING: Twenty-four community-based sites (e.g., soup kitchens, drop-in centers, emergency shelters)
frequented by the homel ess and housed poor in Allegheny County, Pa. PARTICIPANTS: Of the 388 survey
respondents, 85.6% were male, 78.1% African American, 76.9% 30 - 49 years of age, 59.3% were homeless
lessthan 1 year, and 70.6% had health insurance. RESULTS: Overall, 350 (90.2%) of the respondentswere
able to identify a source of usual medical care. Of those, 51.3% identified traditional ambulatory care sites
(e.g., hospital-based clinics, community and VA clinics, private physicians offices); 28.9% chose emergency
departments; 8.0%, clinicsbased in shelters or drop-in centers; and 2.1%, other sites. Factors associated with
identifying nonambulatory sites for usual care included lack of health insurance (relative risk range for all
sites, homelessness for more than 2 years, receiving no medical care in the previous 6 months, nonveteran
status, being unmarried, and white race. CONCLUSIONS: Having no health insurance or need for careinthe
past 6 monthsincreased the use of anon-ambulatory-care site asaplace for usual care. Programs designed to
decrease emergency department use may need to be directed at those not currently accessing any care.
O'Toole TP; Gibbon JL; Hanusa BH; Fine MJ. Utilization of health car e services among subgroups of
urban homeless and housed poor. Journal of Health Politics 24(1): 91-114, 1999.
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This article describes health services utilization by homeless and housed poor adults stratified by six-month
primary sheltering arrangements. A cross-sectional survey of 373 homel ess adultswas conducted. Interviews
at twenty-four community based sites in Allegheny County, PA, assessed demographic and clinical
characteristics, reasons for homel essness, functional status and social support networks, and health services
utilization during the previous six months. Subjects were classified as unsheltered, emergency-sheltered,
bridge-housed, doubled-up, and housed-poor. Overal, 62.7% reported health service use in the past six
months, with significantly more use among emergency-sheltered and bridge-housed housed subjects than
unsheltered subjects. The authors conclude that health services use is substantial and associated with
sheltering arrangement, comorbid ilIness, rave, health insurance, and socia support.

Sachs-Ericsson N; Wise E; Debrody CP; Paniucki HB. Health problems and service utilization in the
homeless. JHealth Care Poor Underserved, 10(4):443-52, November 1999.

This study examined the health problems and utilization patterns of homeless individuals (n=292) seeking
medical services in a small, southern community. Results showed that medical problems for which the
homeless sought treatment were often (72.6%) a reoccurring problem for which treatment had previously
been received. Themost prevalent medical problem was upper respiratory infection (47%), likely exacerbated
by ahigh rate (73%) of cigarette smoking among the sample. Morethan half (51.4 %) of the participants had
used other medical servicesin the past month. Despite high rates of use, the homeless may be underutilizing
appropriate preventive medical services, waiting until medical problems become serious before seeking
treatment, and overusing emergency rooms for nonemergency care. Community-based services sensitiveto
the needs of the homeless are likely to cost communities less money while providing better services.

Strehlow AJ; Amos-Jones T. Thehomelessasavulner able population. Nurs Clin North Am, 34(2):261-74,
June 1999.

Understanding the nature of homel essness and the rel ationship between resource availahility, relative risks,
and health status is critical for nurses to diagnose and treat health-related problems in this vulnerable
population. This article discusses the homeless as a vulnerable population by using the health-related
problems of vulnerable population's model as a theoretical framework. Specific primary, secondary, and
tertiary nursing interventions useful for providing care are discussed and a case study is provided to exemplify
these relationships.

Wilk J. Health carefor the homeless: A model for nursing education. Int Nurs Rev, 46(6):171-5, Nov.-
Dec. 1999.

1998
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Buckner JC. Displaced children: meetingthe health, mental health, and educational needsof immigrant,
migrant, and homeless youth. Adolescent Medicine: State of the Art Reviews 9(2): 323-334, 1998.

This chapter explores the common needs of displaced children in the United States, focusing on three
subgroups - children of immigrants, children from families of migrant farmworkers, and youth who are
homeless, either with their families or on their own. Although these groups are not fully inclusive of al who
experienceresidential instability and displacement (e.g., victims of natural disasters), together they illustrate
the nature of the problem. Many of the challenges and needs of displaced children are common across age
groups, but there are also differences between younger children and adolescents.

Bureau of Primary Health Care. Health care access for homeless children. Bethesda, MD: Bureau of
Primary Health Care, February 1998.

Thisfact sheet providesinformation surrounding: (1) the health care needs of homeless children, (2) homeless
children's access to health care; and (3) what works to get and keep homeless children in health care,
including expanding community-based health care and eliminating barriersto care. AVAILABLE FROM:
Office of Communications, HRSA, 5600 FishersLn., Room 14-45 Rockville, MD 20857. Phone: (301) 443-
3376.

Bureau of Primary Health Care. Health Care for the Homeless process and outcome measures. A
chronicle of twenty pilot studies. Bethesda, MD: Health Care for the Homeless Branch, April 27, 1998.

This paper isan overview of aninitiative, funded by the Bureau of Primary Health Care, which involved the
participation of 20 Health Care for the Homel ess granteesin studies on multiple topicsrelated to the provision
of health care servicesto homeless people. Thefirst part of the document containsinformation regarding the
history of thisinitiative and general observations made throughout the course of theinitiative. Following that
isacompilation of individual summariesthat are edited versions of the 20 participants final project reports.
AVAILABLE FROM: Health Carefor the Homeless Branch, DPSP/BPHC/HRSA, 4350 East-West Highway,
9th FI., Bethesda, MD 20814. Phone: (301) 594-4474.

Danseco ER; Holden EW. Aretherediffer ent typesof homelessfamilies? A typology of homelessfamilies
based on cluster analysis. Family Relations 47(2): 159-165, 1998.

Thisarticle presentsan analysisto identify different types of homelessfamiliesthrough an empirical method
and to examine variations in children's outcomes among these types of homeless families. Cluster analysis
was conducted using data from 180 families and 348 children participating in a comprehensive health care
program for children in homeless families. Three empirically derived groups of homeless families were
identified and differentiated by previous history of homelessness, parenting stress, and major life stressors.
One group displayed higher rates of parenting stressors and mgjor life concerns. Children in this group
consistently exhibited greater behavior problems and showed atrend suggesting poorer cognitive, academic,
and adaptive behavior outcomes than children in the other groups. The authors discuss the result within the
context of developing better models to examine the effects of homel essness and poverty on children.
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Duchon LM. Families and their health care after homelessness. Opportunitiesfor improving access.
New York, NY: Garland Publishing, Inc., 1998.

This book focuses on the health and health care use of families after they have left the shelter system. The
first three chapters provide areview of relevant literature. An examination of theresearch iscontained in the
following three chapters. Thisresearch was based on self-reported data col lected during afollow-up study of
543 poor New Y ork City mothers. The chapters concerning the research compares ever- and never-sheltered
families on various characteristics and factors, and presents findings that indicate that the ever-homeless
families are more likely to use emergency departments and clinics, even if the families are no longer
homeless. The fina chapter offers a discussion of recent development in health and welfare policies and
offers recommendations to improve health care provision to homeless families. AVAILABLE FROM:
Garland Publishing, c/o Taylor & Francis, Inc., 47 Runway Rd., Levittown, PA 19057, (800) 821-8312.

Ensign J; Gittelsohn J. Health and accessto car e: Per spectives of homelessyouth in Baltimor e City, USA.
Socia Science and Medicine 47(12): 2087-2099, 1998.

Inthisarticle, acombination of qualitative techniquesfrom participatory rural appraisal and rapid assessment
procedures was used to investigate the perceptions of health needs of shelter-based youth in Baltimore. The
most common youth-identified health problemsincluded STDs, HIV/AIDS, pregnancy, depression, drug use
and injuries. Theyouth also spoke of environmental safety threats of violence and victimization by adults, as
well as racism and sexism in their lives. Y outh reported that trusted adult figures such as grandmothers are
important sources of health advice. Many homeless youth will less that ideal family situations remain in
contact with and continue to seek advice from parents and other family members. The authors state health
interventionswith urban street youth need to acknowledge the primacy of the social context for these youth,
aswell asthereality of violence as adaily health threat.

Earnest MP; Grimm SM; Mamgren MA; Martin BA; Meehan M; Potter MB; Steele AW; Zocholl JR.
Quality improvement in an integrated urban healthcar e system: A necessary journey. Clin Perform Qual
Health Care, 6(4):193-200, Oct.-Dec. 1998.

Public hospitals and clinicsin the United States provide health care for the needs of large numbers of people
who are medically indigent, homeless, chronically mentally ill, and suffer medical and socia disorders
associated with poverty. These "safety-net" healthcare providers traditionally struggle with barriers to
providing high-quality, patient-sensitive care, including decaying physical facilities, burdensome
bureaucracies, underfunded capital equipment and construction programs, and complex, politically driven
budgets and governance. However, these same institutions now must compete for their own Medicaid and
Medicare clientele because the private sector is marketing to those patients. They also must continue to
provideincreasing servicesto growing numbers of uninsured patients. To accomplish this, these institutions
must reinvent themselves as patient-focused, high-quality, cost-effective healthcare providers. The Denver
Health system isthe public safety-net provider for the city and county of Denver. Thislarge publicinstitution
has instituted a multifaceted performance-improvement program. The program includes training employees
for patient-focused service, implementing continuous quality-improvement practices, instituting clinical
pathways, revising the preexisting ambulatory quality-management program, reengineering key aspects of
ambulatory clinic services, and redesigning the hospital-based patient-care services. Mgjor successes have
been achieved in someinitiatives, but not in al. Many key "lessons learned” may guide others.

Herman D; Susser E (eds.). Homelessnessin America: A collection of articlesfrom the American Journal
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of Public Health. Washington, DC: American Public Health Association, Reprint Series #3, 1998.

The papers in this volume illustrate thinking about the problem of homelessness from a public health
perspective. They seek to understand and describe the multiple levels of causation of homel essness, across
multiple macro-level factors as well as over time within the life course of the individual. The volume is
organized into three sections: (1) the problem of homelessness. description, scope and causation; (2)
individual-level risk factors for homelessness, and (3) heath conditions among homeless people.
AVAILABLE FROM: American Public Health Association, 1015 Fifteenth St. NW, Washington, DC 20005.

Reichenbach EM; McNamee MJ; Seibel LV. The community health nursing implications of the
self-reported health statusof alocal homeless population. Public Health Nurs, 15(6):398-405, December
1998.

This study explored the personal characteristics and the health and health-related concerns reported by
members of the local homeless population in order to design population-specific health programming. The
study also examined whether there were significant differences between homeless who are shelter residents
and those who are not. An exploratory descriptive design was used to analyze retrospective data collected by
aloca County Health Department in interviews of 132 homeless adults. The demographic characteristics
found reflect many common patterns. marked over-representation of males, mean age in the mid-thirties,
education levels comparable to similar socio-economic groups, high unemployment rates, and low health
insurance rates. One third of the sample reported self-assessed health statuses of fair or poor. The most
frequently identified physical health issuewasjoint problems, followed by cardiovascular disease. Depression
was mentioned most frequently as a self-identified mental health problem. Loneliness was the number one
fear identified. Chi Square anaysis showed that homeless who did not stay in shelters were significantly
longer term residents of the community and reported fear of loneliness significantly more frequently. This
study identifies health concernsthat local homel ess people themselves find important and providesdirection
for development of sound population-specific health programming.

Rosenheck R; Kizer KW. Hospitalizationsand thehomeless. N Engl JMed, 339(16):1166; discussion 1167,
October 15, 1998.

Rosenheck R; Seibyl CL. Homelessness. Health service use and related costs. Med Care, 36(8):1256-64,
August 1998. Comment in: Med Care, 36(8):1121-2, August 1998.

OBJECTIVES: This study examines health service use and costs for homeless and domiciled veterans
hospitalized in psychiatric and substance abuse units at Department of V eterans Affairs (VA) medical centers,
nationwide. METHODS: A national survey of residential status at the time of admission was conducted on all
VA inpatients hospitalized in acute mental health care units on September 30, 1995. Survey datawere merged
with computerized workload data bases to assess service use and cost during the 6 months before and after the
date of discharge from the index hospitalization. RESULTS:. Of 9,108 veterans with complete survey data,
1,797 (20%) had been literally homeless at the time of admission, and 1,380 (15%) were doubled up
temporarily, for atotal homelessnessrate of 35%. Combining patientsfrom general psychiatry and substance
abuse programs, the average annual cost of care for homeless veterans, after adjusting for other factors, was
$27,206; $3,196 (13.3%) higher than the cost of care for domiciled veterans. Approximately 26% of annual
inpatient VA mental health expenditures ($404 million) are spent on the care of homeless persons.
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CONCLUSIONS: Homel essness adds substantially to the cost of health care servicesfor personswith mental
illnessin VA, and most likely, in other "safety net" systemsthat serve the poor. These high costs, along with
the prospect of declining public funding for health and socia welfare programs, and an anticipated increasein
the numbers of homeless mentally ill persons, portend a difficult time ahead for both homeless patients and
the organizations that care for them.

Salit SA; Kuhn EM; Hartz AJ; Vu JM; Mosso AL. Hospitalization costs associated with homelessnessin
New York City. N Engl J Med, 338(24):1734-40, June 11, 1998. Comment in: N Engl J Med,
338(24):1761-3, June 11, 1998.

BACKGROUND: Homelessnessis believed to be acause of health problemsand high medical costs, but data
supporting this association have been difficult to obtain. We compared lengths of stay and reasonsfor hospital
admission among homeless and other low-income personsin New Y ork City to estimate the hospitalization
costs associated with homel essness. METHODS: We obtained hospital-discharge data on

18,864 admissions of homeless adultsto New Y ork City's public general hospital s (excluding admissionsfor
childbirth) and 383,986 nonmaternity admissions of other low-income adultsto all general hospitalsin New
Y ork City during 1992 and 1993. The differencesin length of stay were adjusted for diagnosis-related group,
principal diagnosis, selected coexisting illnesses, and demographic characteristics. RESULTS: Of the
admissions of homeless people, 51.5% were for treatment of substance abuse or mental illness, as compared
with 22.8% for the other |ow-income patients, and another 19.7% of the admissions of homel ess peoplewere
for trauma, respiratory disorders, skin disorders, and infectious diseases (excluding AIDS), many of which are
potentially preventable medical conditions. For the homeless, 80.6% of the admissions involved either a
principal or asecondary diagnosis of substance abuse or mental illness-- roughly twicetheratesfor the other
patients. The homeless patients stayed 4.1 days, or 36%, longer per admission on average than the other
patients, even after adjustments were made for differencesin the rates of substance abuse and mental illness
and other clinical and demographic characteristics. The costs of the additional days per discharge averaged
$4,094 for psychiatric patients, $3,370 for patients with AIDS, and $2,414 for al types of patients.
CONCLUSIONS: Homelessness is associated with substantial excess costs per hospital stay in New Y ork
City. Decisions to fund housing and supportive services for the homeless should take into account the
potential of these services to reduce the high costs of hospitalization in this population.

Vostanis P, Grattan E; Cumella S. Mental health problems of homeless children and families:
Longitudinal study. British Medical Journal 316(7135): 899-902, 1998.

This article examines the mental health needs of homeless children and families before and after rehousing
using alongitudinal study. A crosssectional, longitudina study of 58 rehoused familieswith 103 children and
21 comparison families with 54 children of low socioeconomic status in stable housing was conducted in
Birmingham, England. Results indicated that mental health problems remained significantly higher in
rehoused mothers and their children than in the comparison group. Homeless mothers continued to have
significantly less socia support at follow up. Motherswith ahistory of abuse and poor social integration were
morelikely to have children with persistent mental health problems. The authors concludethat local strategies
for rapid rehousing into permanent accommodation, effective social support and health care for parentsand
children, and protection from violence and intimidation should be developed and implemented.

Wojtusik L; White MC. Health status, needs, and health care barriersamong the homeless. Journa of
Health Care for the Poor and Underserved 9(2): 140-152, 1998.
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Perceived hedlth status, health conditions, and access and barriersto care areimportant predictors of mortality
and the use of services among the homeless. This article assesses theseissues by structured interview of 128
homel ess adultsfrom San Francisco. Forty-nine percent of these adultsrated their health as poor or fair. Men
were four times as likely as women to report their health status as excellent or good. Persons of color were
more likely to report unmet needs for shelter, regular meals, employment, and job skills and training. The
authors state that these findings add i nformation on those homel ess peopl e not often included in research and
indicate that these marginalized individuals may be in the poorest health.

Wunsch D. Can managed care work for homeless people? Guidance for state Medicaid programs.
Nashville, TN: National HCH Council, 1998.

As managed care becomes the preferred mechanism for organizing and delivering health care, homeless
people are increasingly included among enrollees in state Medicaid managed care programs. As a special
needs population, their participation is challenging. This document presents nineteen quality and accessissues
specific to the special needs of homeless people in a managed care environment. AVAILABLE FROM:
National HCH Council, PO Box 68019, Nashville, TN 37206-8019. Phone: (615) 226-2292. Fax: (615) 226-
1656. E-mail: hch@nashville.net

1997

Breakey WR. It's time for the public health community to declare war on homelessness. American
Journal of Public Health 87(2):153-155, 1997.

The author emphasizes that homel essness should be recognized asamajor public health concern, that should
be responded to with the same urgency as when thereis an epidemic of an infectious disease affecting afew
hundred people. This editorial recognizes and explains why predictors and causes of homelessness are so
complex. Public health officials are urged to use their positions to vigorously address issues surrounding
homel essness.

Breakey WR. Homelessness should be treated as a major health issue. The Scientist, 11(22): 8-9,
November 10, 1997.

The author looks at homel essness as a magjor health issue, citing the relationship between homel essness and
disease and the vulnerability of homeless children who are among the fastest growing segment of the
homeless population. Health concerns, as they relate to homelessness, need to be brought into the public
health arenato afar greater extent with an emphasis on preventive strategies. Scientistshave aresponsibility
to become effective advocates for public policy issues.

Camacho S; Gorsuch S; Lin A; Shakoor N; SipeE.. A look at health carefor thehomelessand a proposal
for enabling servicesat ACCESS, I nc. Ohio: Northeastern Ohio Universities College of Medicine, March
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1997.

Thispaper givesabrief overview of homelessness, followed by amore focused |ook at illnessand health care,
specifically Ohio House Bill #167 which requires some Medicaid recipientsto enroll in aHealth Maintenance
Organization (HMO) by choice or face assignment. The authors report on the frustrating impact of this Act
through an investigation of staff and clients of ACCESS, Inc., a homeless shelter for single women and
women with children in Akron, Ohio. By knowing the barriers and problems homel ess persons face when
choosing an HMO and primary care physician (PCP), guidelines can then be set to ease thistransition. It is
hoped that this groundbreaking work will help all homelessindividuals who are faced with the confusion of
gaining access into the health care system.

Cousineau MR. Health statusof and accessto health servicesby residentsof urban encampmentsin Los
Angeles. Journal Health Care for the Poor and Underserved 8(1):70-83, 1997.

This paper reportsfindings from asurvey of 134 homeless peopleliving in 42 urban encampmentsin central
Los Angeles. These data, of concern to public health officials, include the physical conditionsin the camps,
the health status of residents, their use of drugs and alcohol, and their accessto and use of health care services
such as substance abuse treatment. Many encampment residents report poor health status, over 30% report
chronic illnesses, and 40% report a substance abuse problem. Although outreach efforts have had successin
bringing HIV and tuberculosis screening services to encampments, residents report significant barriers to
using primary health care and drug and acohol treatment services. Public hospitals and clinics remain the
major source of primary medical care for the homeless people living in encampments. Outreach and case
management continue to be critical components of improved access to health care for homel ess people.

Flynn L. Thehealth practices of homelesswomen: a Causal model. Nursing Research 46(2): 72-77, 1997.

Thisarticle describes a study inwhich atheoretical model was devel oped and tested to explain the effects of
learned helplessness, self-esteem, and depression on the health practices of homeless women The author
collected data from a sample of 122 homeless women recruited from six shelters in New Jersey and
Washington, D.C. Resultsindicated support for the theoretical model by showing that |earned helplessness
had adirect negative effect on self-esteem and a direct positive effect on depression. In addition, thefindings
support psychological variables such aslearned hel plessness and diminished self-esteem as having anegative
effect on health practices.

Gallagher TC; Andersen RM; Kogel P, Gelberg L. Determinants of regular source of care among
homeless adultsin Los Angeles. Medical Care, 35(8): 814-830, 1997.

The authors conducted a multiple logistic regression to predict regular source of care among the homeless,
using an adaptation of the Behavioral Model of health services utilization as an analytic framework. Results
indicated that 57% of the sample reported having aregular source of care. Somefactorsfound to be barriersto
having aregular source of care among this population included homel essness-related characteristics such as
competing needs, long-term homelessness, and social isolation. The authors conclude that in the context of
resources, the distribution of aregular source of care among the homeless appears to be highly inequitable,
and that some of the characteristics identifying those with a regular source of care suggest, among other
things, alack of fit between the needs of the homeless and the organization of health services.
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Gelberg L. Homelessnessand health. Journal of the American Board of Family Practice 10(1): 67-71, 1997.

Theauthor addressesthe crisis of homelessnessin Americaasit relatesto theincreased risk for illnessamong
homel ess persons. Discussion includesissues of mental health, substance abuse, contagious diseases, obstetric
care, dental care and convalescent facilities. Homel ess patients who receive care from model programs, such
as the Health Care for the Homeless Program, utilize services as least as much as low-income domiciled
patients, and the author suggeststhat increased vigor must be applied to health servicesresearch, inthe areas
of access, cost, organization, and quality, to improved the quality of health care for the homeless population.

Gelberg L; Gallagher TC; Andersen RM; Koegel P. Competing prioritiesasa barrier to medical care
among homeless adultsin Los Angeles. American Journal of Public Health, 87(2):217-220, 1997.

The authors describe a study where the role of competing priorities asabarrier to the utilization of physical
health services was assessed in a subset (n=363) of a probability sample of homeless adultsin Los Angeles.
Unadjusted odds of four measures of health services utilization were calculated for those with frequent
difficulty in meeting their subsistence needs. These odds were then adjusted for a range of characteristics
assumed to affect the utilization of health services among the homeless. Before and after adjustment, those
with frequent subsistence difficultly were less likely to have regular source of care and more likely to have
gone without needed medical care. Subsistence difficulty had no impact on the likelihood of having been
hospitalized. Results remained the same after adjustment. The authors conclude frequent subsistence difficulty
appearsto bean important nonfinancia barrier to the utilization of health services perceived among homeless
adults.

Gillis LM; Singer J. Breaking through the barriers. Healthcare for the homeless. Journal of Nursing
Administration 27(6): 30-34, 1997.

This article provides an overview of the homeless population and outlines four barriers to health care for
personswho are homeless: financial, bureaucratic, programmetic, and personal. The authorsa so highlight the
major health care needs of this population. A community-based service delivery system developed by one
agency in responding to the needs of homeless persons is discussed as amodel of care.

Hatton DC. M anaging health problemsamong homelesswomen with children in atransitional shelter.
Image J Nurs Sch, 29(1):33-7, Spring 1997.

PURPOSE: To describe health problems among homel esswomen with childrenliving in atransitional shelter,
analyze how they managed variousailments and when and how they sought care. DESIGN: Qualitative using
grounded theory and dimensional analysis. SAMPLE: During 1992 and 1993, data were gathered from a
convenience sample of 13 Latina, 11 white, and 6 African American women (n=30) who lived in a
transitional shelter in California. METHODS: In-depth, semi-structured interviews. FINDINGS: Despite
many supportive services, respondents had difficulty managing health problems. Typicaly, awoman reported
she managed a health problem by overcoming it alone. CONCLUSIONS: The pattern of overcoming it alone
existed years before transitional shelter life, and, in many instances, persisted during shelter years.
CLINICAL IMPLICATIONS: Clinica nursing interventions that address shame, fear, lack of information,
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and eligibility for services could improve health outcomes among women and children living in transitional
shelters.

HomeBase/The Center for Common Concerns. M eeting the health car e needs of California's homeless
population . San Francisco, CA: HomeBase/The Center for Common Concerns, 1997.

Thisreport exploresthe health care needs of homel ess people and providesaguideto expanding California's
health care optionsfor thefuture. It isintended to bring about discussion and changeto the health care system
for homeless people. Barriers to health care for homeless people are identified, as are the medical needs of
this population and possible steps to overcoming the barriers. A framework of the existing system of health
services for homeless peoplein Californiais presented, along with information on current and future trends
affecting these services. AVAILABLE FROM: HomeBase/The Center for Common Concerns, 870 Market
Street, Suite 1228, San Francisco, CA 94102.

Hwang SW; Orav EJ; O'Connell JJ; Lebow JM; Brennan TA. Causesof death in homelessadultsin Boston.
Ann Intern Med, 126(8):625-8, April 15, 1997.

BACKGROUND: Homeless persons have high mortality rates. OBJECTIVE: To ascertain causes of deathin
agroup of homeless persons. DESIGN: Cohort study. PATIENTS: 17,292 adults seen by the Boston Health
Care for the Homeless Program from 1988 to 1993. MEASUREMENTS: Cause-specific mortality rates
adjusted for race and rate ratios that compare mortality rates in homeless persons with those in the general
population of Boston. RESULTS: Homicide was the |eading cause of death among men who were 18 to 24
yearsof age (mortality rate, 242.7 per 100000 person-years; rateratio, 4.1). The acquired immunodeficiency
syndrome was the major cause of death in men (mortality rate, 336.5 per 100000 person-years, rateratio, 2.0)
and women (mortality rate, 116.0 per 100000 person-years; rate ratio, 5.0) who were 25 to 44 years of age.
Heart disease and cancer were the leading causes of death in persons who were 45 to 64 years of age.
CONCLUSIONS: The most common causes of death among homeless adults who have contact with
clinicians vary by age group. Efforts to reduce the rate of death among homeless persons should focus on
these causes.

Macnee CL; Forrest LJ. Factor sassociated with return visitsto ahomelessclinic. Journal of Health Care
for the Poor and Underserved 8(4): 437-445, 1997.

Thisarticle examinesthe characteristics of homeless clientsand their return visitsto anurse-managed primary
health care clinic in northeast Tennessee using aretrospective chart review of 1,467 recordsfrom clientsseen
between 1991 and 1994. Client characteristics examined included age, education, race, gender, sheltered
status, report of chronic disease, and report of family living inthearea. Only 47% of clientsmadereturn visits
to the clinic. Those with reported chronic disease, males, whites, and those living on the street were more
likely to have returned to the clinic. The authors conclude the results suggest the need for program planning
and eva uation for this population, which particularly considerswomen, nonwhites, and those without chronic
disease as target groups for treatment.
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Marmot M; Ryff C; Bumpass L; Shipley M; Marks N. Sacial inequalitiesin health: Next questions and
conver ging evidence. Socia Science and Medicine 44(6):901-910, 1997.

Mortality studies show that social inequalitiesin health include, but not limited to, worse health among the
poor. Thereisasocial gradient: mortality rises with decreasing socio-economic status. Three large sample
studies, one British and two American, brought together for their complementarity in samples, measures, and
design, al show similar socia gradients for adult men and women in physical and mental morbidity and in
psychological well-being. These gradients are observed both with educational and occupational statusand are
not explained by parents social status or lack of an intact family during childhood. They are also not
accounted for by intelligence measured in school. This suggests that indirect selection cannot account for
inequalities in health. Possible mediators that link social position to physical and mental health include
smoking and features of the psycho-socia environment at work and outside.

McMurray-Avila, M. Organizing health servicesfor homelesspeople: A practical guide. Nashville, TN,
National HCH Council, 1997.

The purpose of this guidebook is: (1) to provide an easy reference for communities or groups interested in
starting health care project to serve people who are homel ess, by outlining some basic but necessary stepsin
the process; (2) to assist current Health Carefor the Homeless (HCH) projectsthat want to improve or expand
their services, by offering ideas, resources and contacts; and (3) to describe the rationale for the continuing
existence of the HCH program. The book may be read in its entirety or used selectively. Divided into six
parts, the book addresses the following topics: (1) overview of homelessness; (2) evolution of the HCH
Program; (3) developing aframework; (4) servicedelivery strategies; (5) organizational tools; (6) maintaining
thegainsand increasing theimpact. AVAILABLE FROM: National HCH Council, PO Box 68019, Nashville,
TN 37206-8019. Phone: (615) 226-2292. Fax: (615) 226-1656. COST: $17.50

National Clearinghouse for Primary Care Information. BPHC-Funded Primary Care Centers. McLean,
VA: National Clearinghouse for Primary Care Information, 1997.

Thiseleventh edition of the Directory providesinformation on six Federal grant programs administered by the
Bureau of Primary Health Care (BPHC), U.S. Department of Health and Human Services. These grant
programs provide support for primary health servicesto medically underserved, disadvantaged, high-risk and
hard-to-reach populationsinthe U.S. and itsterritories. Two of these grant programsincludethe Health Care
for the Homeless Program and the Integrated Primary Care and Substance Abuse Treatment Program. The
Directory is divided into three sections. (1) reference indexes provide information on specific grantee
organizations; (2) alisting of grantee organizations and the contact and funding information for each; and (3)
appendices of grantee support organizations. AVAILABLE FROM: Nationa Clearinghousefor Primary Care
Information, 8201 Greensboro Drive, Suite 600, McLean, VA 22102, (703) 821-8955.

National Health Care for the Homeless Council. Mending the rift: Successes from the first decade of
Health Carefor the Homeless Nashville, TN.: National HCH Council, 1997.

Thisbooklet, marking the 10th anniversary of the Stewart B. McKinney Homeless Assistance Act, celebrates
the success of Health Care for the Homeless by relating stories collected from projects around the country.
Thestoriesrevea the persistence, the creativity and the caring of HCH providers, and theresilient but fragile
humanity of homeless persons.
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Ober K; Carlson L; Anderson P. Cardiovascular risk factors in homeless adults. J Cardiovasc Nurs,
11(4):50-9, July 1997.

Homelessnessis agrowing problem in the U. S., with popul ation numbers ranging from 300,000 to severa
million. Thisarticlereviewsfive studiesthat focused on identification and assessment of cardiovascular risk
factors in the homeless population. A case study presents the successful outcome of a homeless male with
several risk factors. Assessment and intervention by anurse practitioner led to hisre-entry into thedomiciled
population. Implications for clinical practice and recommendations

O'Connell J. Death on the streets. Harvard Medica Alumni Bulletin, Winter 1997.

The author chronicles some of his experiencesinside the clinics and sheltersthat are part of Boston's Health
Care for the Homeless program. The prevalence rate of death among people who have been patientsin the
Boston Health Carefor the Homel ess Program i s examined and discussed. The author explainsthat the causes
are complex: exposure to extremes of weather and temperature; the spread of communicable diseases, such as
tuberculosis and pneumonia, in crowded shelters with inadequate ventilation; neglected chronic illnesses;
horrifying violence; the high frequency of co-morbid medical and psychiatricillnesses; substance abuse; and
inadequate nutrition. Several stories of patients who display these complexities are described.

O'Connell JJ; Lozier JN; Gingles K. Increased demand and decreased capacity: Challenges to the
McKinney Act'sHealth Carefor the Homeless program. Nashville, TN: The National Health Carefor the
Homeless Council, 1997.

Thisreport analyzes Health Care for the Homeless (HCH) program proposal sthat allowed existing granteesto
apply for a 3% increase in grant funding to expand their activities. The report provides a snapshot of
homelessnessin Americain the summer 1997 as seen by experienced, front-line providers of care. Thisreport
catalogs grantees proposals and attempts to identify major obstacles and challenges facing HCH grantees.

Plumb JD. Homelessness: Care, prevention, and public policy. Ann Intern Med 126(12):973-5, June 15,
1997.

Homeless men, women, and children make up agrowing population that isvulnerable to preventabl e disease,
progressive morbidity, and premature death. Homel essness and poverty areinextricably linked, and subgroups
of persons who live in poverty have a particularly high risk for becoming homeless. Providing effective
primary carefor homeless personsisaformidabl e task because of many interna and externa barriersto care.
Targeted care strategies and new approaches to primary care are required to lower these barriers. Effective
disease prevention in the homeless requires effective programs and policies to prevent homelessness. It is
imperativethat health professional s, the societiesto which they belong, and academic health systemsreaffirm
their social responsibility, commit to changing public policiesthat perpetuate homel essness, and assist inthe
development and provision of primary health care services for persons who are homeless or on the brink of
homel essness.
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White MC; Tulsky JP, Dawson C; Zolopa AR; Moss AR. Association between time homeless and
per ceived health statusamong the homelessin San Francisco. JCommunity Health, 22(4):271-82, August
1997.

The purpose of this study was to describe the perceived health of the homeless, and to measure the effect of
time homeless on perceived health status, after controlling for sociodemographic characteristics and health
conditions. The design was cross-sectional; the population was a representative sample of homelessin San
Francisco, interviewed on health issues. Analysis of predictors of poor or fair health status was by logistic
regression. In this sample of 2780 persons, 37.4% reported that their health status was poor or fair as
compared to good or excellent. Reporting poor or fair health status was significantly associated with time
homeless, after controlling for sociodemographic variables and health problems including results from
screening for HIV and TB. Comparisonswith datafrom the National Health Interview Survey (NHIS) showed
poorer health status among the homeless personsin this study. Standardized morbidity ratioswere highest for
asthma; there was twi ce the number of homel ess personsreporting asthma, in younger aswell asolder adults,
as would be expected using NHIS rates. There was also an excess of arthritis, high blood pressure and
diabetes in those age 18-44 as compared to adultsin the Health Interview Survey. The time spent homeless
remains associated with self-reported health status, after known contributors to poor health are controlled.
Persons who have been homeless for longer periods of time may be the persons to whom health care
interventions should be aimed.

1996

Committee on Community Health Services.Health needs of homeless children and families. Pediatrics
98(4): 789-791, 1996.

Thisarticle attemptsto substantiate the existence of homelessnessin virtually every community, illustratethe
pervasive health and psychosocia problemsfacing the growing population of children who are homeless, and
encourage practitioners to include homeless children in their health care delivery practices, social services,
and advocacy efforts. The recommendationswill guide practitionersin taking actionsto diminish the severe
negative impact that living in temporary shelters has on the health and well-being of developing children. In
this statement the American Academy of Pediatricsreaffirmsits stance that homel ess children need permanent
dwellingsin order to thrive.

El-Kabir D; Ramsden S. Primary health car e of thesinglehomeless. In BhugraD (ed.), Homel essnessand
Mental Health. New Y ork, NY: Cambridge University Press, 170-183, 1996.

This chapter examines the health care of the 'single’ homeless with a number of needs and in a number of
housing situations. The authors begin by defining what they identify as'single’ homelessand present aprofile
of their demographics, and physical and psychiatric morbidity. The chapter presents various aspects of
trestment and provides examples of types of health care provision for this population. The authors also
examine why some programs fail to reach their desired scope or sustain themselves. The chapter concludes
with a recommendation for further integration of services.
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Foti SK. A clinic that heals the homeless. Hospitals & Health Networks, p.84: March 20, 1996.

The author describes the Health Care Center for the Homeless in Winter Park, Fl. Patients ailments range
from cancer to rashes and foot sores. Much of the financing comes from the Robert Wood Johnson
Foundation, local hospitals and private benefactors. Doctors, nurses, and dentists donate their time and a
mobile medical van provides outreach.

Gelberg L; Doblin BH; Leake BD. Ambulatory health services provided to low-income and homeless
adult patientsin a major community health center. JGen Intern Med 11.:156-62, March 1996.

OBJECTIVE. The homeless are more likely than other poor and vulnerabl e populations to manifest serious
health problems. Early research focused on needs assessments of this population; current work has shifted to
examine issues of access, use of health services, and barriers to care. However, current research has not
examined whether model clinics designed for the homeless have created parity with their low-income
domiciled peers in terms of provision of ambulatory services. Such data are increasingly in demand as
managed care loomsjust over the political horizon as ameans of providing servicesto low-income patients.
SETTING. A mgor community ambulatory health center in West Los Angeles. PATIENTS. Homeless (n
=210) and low-income domiciled (n=250) patients. DESIGN. A medical record review of care provided over
aone-year period to homeless and low-income domiciled adult patients in a major community ambulatory
health center in West L ost Angeles was conducted. Data were collected on length of visits, laboratory tests,
procedures, and services, immunizations, speciaty clinic referrals, medications, and travel vouchers.
RESULTS. On average, homel ess patients were provided with as many outside laboratory tests per patient as
low-income domiciled patients (1.1 vs. 1.3). Further, they returned for more visits (3.4 vs. 2.9), were more
likely to have had longer visits (88% vs. 61%), and were provided with more laboratory tests (2.3 vs. 1.7),
proceduresand services(3.1vs. 1.1), referrals (1.3 vs. 0.7), medications (4.4 vs. 3.3), and travel vouchers (0.6
vs. 0.2). Many of the procedures and services received by the homeless were for nonmedical assistance.
Preventive health services such astubercul osis skin tests, sexually transmitted disease (STD) screening, and
Pap tests were provided to both homeless and domiciled patients at low rates. CONCLUSIONS. Findings
from this study on the provision of carein amajor West Los Angeles community health center indicate that
homel ess patients receiving care from amodel program designed to addresstheir special needswill return for
follow-up visits and will utilize services at least as much as low-income domiciled patients.

Health Resources and Services Administration, Bureau of Primary Health Care. Models that work:
Compendium of innovative primary health careprogramsfor under served and vulnerablepopulations.
Bethesda, MD: Bureau of Primary Health Care, 1996.

This compendium is intended to serve as a resource for ideas, lessons learned, unique approaches, and
contacts to help improve the health care delivery system for underserved and vulnerable populations. The
programs profiled represent creative community-driven solutionsto significant health challenges, devel oped
by building partnerships and identifying resourcesin the community. The"Models That Work™ Campaign has
five components. (1) identifying models; (2) sharing information; (3) promoting replication; (4) building
partnerships; and (5) improving outcomes. AVAILABLE FROM: NCPCI, 2070 Chain Bridge Road, Suite
450, Vienna, VA 22182. Phone: (800) 400-BPHC. Fax: (703) 821-2098.
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Kleinman LC; Freeman H; Perlman J; Gelberg L. Homing in on the homeless. Assessing the physical
health of homeless adults in Los Angeles County using an original method to obtain physical
examination data in a survey. Health Serv Res 31:533-49, December 1996.

OBJECTIVE: Public palicy that decreasesthe finding for social services may combinewith the ascendancy of
corporate managed caretoincrease the health care deficit. Assessing the health impact of these policy changes
on various populationsis afundamental challenge for health servicesresearch. Disadvantaged populations,
such asthe homeless, arelikely to be affected disproportionately. Research quality dataon the physical health
of such populations are difficult and expensive to obtain. In particular, physical examination data have not
been available and self-reports are insufficient. Our objective: to develop and utilize a structured physical
exam system enabling lay survey researchers to report reliably physical findings related to six tracer
conditions in a disadvantaged population. STUDY SETTING: A field survey of homeless adults in Los
Angeles County, Ca. Respondents were 363 homel ess adults representing asubsampl e of aprobability sample
of the county's homeless adult population. STUDY DESIGN: We integrated existing measures with expert
clinical opinion and original means of data collection into a structured physical exam enabling lay
interviewers to identify the prevalence of vision problems, significant skin disorders, peripheral vascular
disease of the lower extremities, selected podiatric disorders, hypertension, and tuberculosisin a sample of
homeless adults. PRINCIPAL MEASURES: We describelay interviewer performancein terms of mastery of
the necessary material based on written and practical exams and in terms of the number of respondents
successfully followed. We base our description of theinstrument on thetime necessary to completeit, and on
the proportion of each component successfully completed during the field survey, as well as on interrater
reliability. We report the prevalence of the variousclinical conditions according to self-report and according
to the structured limited physical exam, aswell asthe marginal proportion of respondentswho wereidentified
by the physical exam and not by self-report. PRINCIPAL FINDINGS: Interviewers performed the exam
successfully under field conditions. Respondent acceptance of theinstrument was high. Interrater agreement
was 100% regarding the need for referral on the basis of blood pressure and vision. Kappastatisticsfor skin,
foot, and edema findings were .67, .71, and .81, respectively. Adjusted for sampling weights, 60% of this
population required referral for at least one of the specified conditions. For those portions of the survey for
which both self-report and physical exam datawere available, lay interviewers made significant percentages
of referrals on the basis of physica findings aone. CONCLUSIONS: High blood pressure, poor vision,
peripheral vascular diseases of the feet and legs, and significant skin conditions are prevalent among the
homelessin Los Angeles County. Without physical exam data, estimates of the preval ence of these conditions
will be incorrect. Researchers can use laypersons to collect reliable and valid physical exam data on
disadvantaged populations. This represents a new tool for assessing and monitoring the health of these
populations.

Lough M; Schank M. Health and social support among older women in congregate housing. Public
Health Nursing 13(6): 434-441, 1996.

Thisstudy of community-dwelling elderly found that perceptions of positive health status and adequate social
support do not decline with age, even among the old. The relationship between health status and social
support reflects the reciprocal nature of person and environment found in the ecologic model.
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Office of Inspector General, Dept. of Health and Human Services. Accessto community health centersby
homeless per sons. Office of Inspector General, Department of Health and Human Services, 1996.

Thisstudy determined the extent that federally-funded community health centers serve homel ess people and
how services can beimproved. Seventy-two urban homeless shelterswere randomly selected. Findings show
that two thirds of the community health centers provide outreach services for homeless people. Outreach
includes sending staff to homeless shelters, and/or contacting homeless shelters to provide information on
services available. AVAILABLE FROM: Kansas City Regional Office, (816) 426-3697.

1995

Coallins A. The Hahnemann Homeless Clinics Project: Taking health careto the streets and shelters.
Journal of the American Medical Association 273(5): 433, 1995.

Thisarticle describesthe Homel ess Clinics Project (HCP) of the Hahnemann University School of Medicine.
First organized by medical studentsin Philadelphiain 1989, the HCP has grown into one of the largest free
clinicsin the nation run by medical students. Three basic tenets guide all administrative decisions: (1) to
provide direct health care to homeless personsin need and to hel p them gain accessto the health care system
with patient education and direct assistance; (2) to provide a primary care experience for first- and second-
year medical studentsand allied health students; and (3) to sensitize future health care providersto the needs
and social problems of individuals not likely to be served adequately in conventional medical settings.

Cousineau MR; Wittenberg E; Pollatsek J. A study of the Health Carefor the Homeless Program. Final
Report & Executive Summary. Rockville, MD: U.S. Department of Health and Human Services, Health
Resources and Services Administration, 1995.

Thisreport was designed to combine qualitative and quantitative approaches to assess structure, process and
outcome indicators of access, quality, satisfaction with care, health status, and costs. Chapter | attempts to
capture the distinctive characteristics of the Health Care for the Homeless (HCH) program that makes it
unigque among health care delivery systems. Chapter 11 describesthe study'sresearch design and questions. A
literature review is presented in Chapter I11. In Chapter IV through IX, the study's findings are presented in
the context of the research questions. Thefinal chapter provides conclusions and recommendations. AL SO:
Executive Summary, 33 pages. AVAILABLE FROM: National Clearinghousefor Primary Care Information,
2070 Chain Bridge Road, Suite 450, Vienna, VA 22182, (800) 400-2742.

Jezewski MA. Staying connected: Thecoreof facilitating health car efor homeless per sons. Public Hedlth
Nursing 12(3): 203-210, 1995.

A grounded theory study explored the ways nurses and others in nurse-managed shelter clinics facilitate
health care for homeless persons. Analysis of in-depth interview and participant observation datayielded a
core category, "staying connected,” that represents the essence of what the staff do to facilitate care for
homel ess persons. The three most important aspects of "staying connected” are the linksthat nurses establish

29




with the homeless patient, networks with other providers, and facilitation of the homeless person's
connectionswith the health care system. The article describes of " staying connected” demonstratethe barriers
to facilitating health care and breakdowns that occur while trying to facilitate care. Barriersinclude lack of
health insurance, insensitivity of health care providers, stigmatization, cultural barriers, and communication
breakdowns. Nurses can have apowerful influence, both macro- and micro-socialy, infacilitation of carefor
these people.

National Health Carefor the Homeless Council. A bitter pill: Welfarereform and the health of homeless
people. Nashville, TN: National Health Care for the Homeless Council, July, 1995.

The authors discuss the functions of welfare and of welfare "reform.” The public welfare programs which
impact upon the health of homeless persons are described, and the changes in these programs that would
result from likely Congressional action are analyzed. The authors also provide suggestions for effective
advocacy at the federal and state levels, which will assume increasing importance in the future given the
likelihood of block grants and the trend toward giving more authority to the states. AVAILABLE FROM:
National Health Care for the Homeless Council, P.O. Box 68019, Nashville, TN 37206-8019, (615) 226-
2292.

Padgett DK; Struening EL ; Andrews H; Pittman J. Predictor s of emer gency room use by homelessadults
in New York City: The influence of predisposing, enabling and need factors. Social Science and
Medicine 41(4):547-556, 1995.

This study examined predictors of emergency room use among homeless adults by employing datafrom a
1987 shelter survey of 1260 homeless adults in the New Y ork City shelter system. Findings indicate that
health symptoms and injuries were strong predictors of emergency room use for men and women, but other
significant predictorsdiffered markedly by gender. A high prevalence of victimization and injuriesunderlies
emergency room use among homel ess men and women. Based on thefindings, the authors suggest expanding
health and victim services as well as developing preventive measures.

Shiner M. Adding insult toinjury: Homelessness and health service use. Sociology of Health & lliness
17(4):525-549,1995.

This article describes a qualitative study that considers why homel ess people make little use of the primary
health care services provided by the National Health Service. Current approachesto this question have tended
to develop in asociological vacuum, unaffected by relevant devel opmentsin medical sociology and broader
social theory. An approach informed by Alfred Schutz's phenomenology has been used in this article to
develop amore theoretical account of homel ess peopl€'s use of health servicesthan has hitherto been offered.
Running throughout this article is the claim that, amongst "rough sleepers,” there is a distinct culture that
makes use of mainstream health servicesunlikely. Sleeping rough, it isargued transformsthe way mainstream
heal th services are seen and rendersinappropriate the rules of thumb that govern health and ilinessbehavior in
wider society.
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Wagner JD; Menke EM; Ciccone JK. What isknown about the health of rural homelessfamilies? Public
Health Nursing 12(6):400-408, 1995.

Theauthorsexplain that families represent the fastest-growing subgroup of the homel ess population. Most of
the research hasfocused on urban homelessfamiliesand not on rural homelessfamilies. Thisarticle describes
astudy in which the characteristics and health of rural homelessfamiliesin Ohio was examined. The mgjority
of mothers perceived themselves and their children as having no physical health problems. Results show that
52% of the children under six years of age had Denver Developmental Screening Test (DDST) scores that
indicated they might have developmental lags and 15 of the children over four years of age had scores that
indicated they might have behavioral problems. The reported use of illegal drugs, alcohol, and cigaretteswas
high for this group of mothers. Strategies are included that nurses can use in working with rural homeless
families.

1994

Burg MA. Health problems of sheltered homeless women and their dependent children. Health and
Social Work 19(2):125-131, 1994.

Thisarticleintroduces an analytic framework that classifies the types of health problemsthat emerge among
homeless women and their dependent children residing in the shelter system. The framework covers three
categories of health problems: illnesses coincident with homelessness; those exacerbated by limited health
care access, and those associated with the psychosocia burdens of homelessness. The author also discusses
the failures of the current structure of health care reimbursement and the deficiencies of service delivery to
homeless families. The author contends that the analytic framework conceptualizes the interrelationship
between health and poverty and can be used as an instrument for informed social work intervention,
advocacy, training, and research activities.

Harris SN; Mowbray CT; Solarz A. Physical health, mental health, and substance abuse problems of
shelter users. Health and Social Work 19(1):37-45, 1994.

Thisarticle summarizesthe findings concerning physical health, mental health, and substance abuse problems
among usersof four of Detroit'slargest homeless shelters. Shelter userswith mental illnessor substance abuse
problems were compared to those without mental illness or substance use disorders. Alcohol abusers were
significantly morelikely to havelow blood pressure, symptoms of liver disease, and atubercul osistreatment
history. No health differences were found for those with or without a history of psychiatric hospitalization.
Contrary to expectations, few gender differences were found. The authors contend that, aside from the
obvious need for low-income housing, comprehensive and integrated treatment approaches from health care,
mental health, and substance abuse agencies are needed to help homeless individuals.
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Piliavin |; Westerfelt A; Wong Y1; Afflerback A. Health status and health-care utilization among the
homeless. Social Services Review 68(2):237-253, 1994.

This article examines the degree to which correlates of health status among samples in prior studies can be
generalized to other study samples of homelessindividuals. It also examines health care use among homeless
individualsin order to determinewhether health servicesare used by all homel ess peoplewho report lessthan
good health and, if not, the characteristics of those who fail to obtain these services. Findings indicate that
those homeless individuals most likely to report less than good health include: women; older people;
individuals who are divorced, separated or widowed; those experiencing symptoms of severe acoholism;
individuals with prior psychiatric hospitalizations; and those experiencing longer spells of homel essness.

Usatine RP; Gelberg L; Smith MH; Lesser J. Health carefor thehomeless. A family medicine per spective.
American Family Physician 49(1): 139-146, 1994.

Many factors contribute to the health problems of homel ess persons, including exposure to adverse weather,
traumaand crime, overcrowding in shelters, unusual sleeping accommodations, poor hygiene and nutritional
status, alcoholism, drug abuse, and psychiatric iliness. In this article, the authors consider the factors that
decrease aperson'sability toresist illness or the complications of disease and the main health consequences of
these factors. The authors state that family physicians are uniquely suited to providing kind, compassionate,
complete, and effective care to these persons and their families.

Winkleby MA; Boyce T. Health-related risk factors of homeless families and single adults. Journal of
Community Health 19(1):7-23, 1994.

This article examines how homeless adults living with children differ in sociodemographic characteristics,
adverse childhood experiences and addictive and psychiatric disorders from homeless adults not living with
children. Data were analyzed from two surveys of family and single adult shelters in Santa Clara County,
Calif. Findings indicate that adults with children, particularly women, were significantly younger, less
educated, less likely to have experienced full-time employment, and more likely to have been supported by
public assistance before becoming homeless than adults without children. Adults with children were also
significantly lesslikely to enter homel essness with histories of excessive alcohol consumption. Women with
children were less likely to have histories of psychiatric hospitalizations than adults without children.
Homeless women with children are most likely to benefit from case management and
educational/occupational interventions.

1993

Cousineau MR. Health careand homelessness: Thepolicy context. San Jose, CA: National Health Carefor
the Homeless Council, 1993.

Over 200 providers of health services for homeless people gathered in San Jose, Californiain the spring of
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1993 for a symposium on homelessness and health care. The symposium immediately followed the Fourth
National Health Carefor the Homel ess Conference and allowed front line providers an opportunity to explore
key policy issues affecting their work. This report summarizes the proceedings of the symposium. The
discussions and presentations reviewed in this report occurred during an opening plenary session which
focused on National health care reform, and during focus group sessions that explored a variety of health
care-related topics. AVAILABLE FROM: National Health Carefor the Homeless Council, P.O. Box 68019,
Nashville, TN 37206-8019, (615) 386-0302. COST: $5.00.

Davis LA; Winkleby MA. Sociodemographic and health-related factors among African-American,
Caucasian and Hispanic homelessmen: A compar ative study. Journal of Social Distressand the Homeless
2(2):83-101, 1993.

Theauthors stratified datafrom a 1989-1990 cross-sectional survey of homeless adultsin Santa ClaraCounty,
Calif., by ethnicity to examine if adverse childhood events and adult medical disorders preceding
homelessnessdiffered in African-American, Caucasian, foreign-born Hispanic and native-born Hispanic men.
Foreign-born Hispanics were the most likely to have low levels of education and job skills. Native-born
Hispanicswere most likely among the three ethnic groupsto suffer from alcohol abuse. Thelower prevalence
of adverse childhood events, addictive disorders and psychiatric hospitalizations among homeless
African-Americans suggests that factors such as childhood poverty may play a disproportionate role in
homel essness among this ethnic minority group.

Ineichen B. Homes and health: How housing and health interact. New York, NY: Chapman and Hall,
1993.

This book examines the relationship between where people live and their health. The author reviews how
housing in British cities hasinfluenced the health of itscitizensthroughout the past 150 years. The author also
discussesin detail current issues concerning housing and health, and describes attempts at housing particular
groupsin England whose health is at risk. The author contends that understanding the relationship between
housing and health is essential for those involved in the design and management of housing, or its public
health aspects. AVAILABLE FROM: International Thompson Publishing, One Penn Plaza, 41st Floor, New
York, NY 10119, (800) 842-3636. COST: $38.95.

Institute on Health Care for the Poor and Underserved. Factbook on health care for the poor and
under served. Nashville, TN: Meharry Medical College, 1993.

Thisfactbook is acompilation of materials originally published in The Journal of Health Care for the Poor
and Underserved, covering 99 articles and spanning four years. It provides new comparisons and fresh
insights, salient quotations- opinions, declarations, and musings - from authors and conference participants,
and capsule summaries of research findings.

Savarese M; Weber CM. Case management for persons who are homeless. J Case Manag 2:3-8, Spring
1993.

Comprehensive, client-centered continuous care with a multidisciplinary team using the case management
model has proven to be essentia in providing health care services to the homeless. Despite their
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heterogeneity, homeless persons share the common experiences of being poor, isolated, and in crisis. The
process of case management isinherently therapeutic for itsrecipientsand providers. It hasthe potential to be
asource of human support for those who have none. Case management model s can be effective systemsfor
providing health care to these persons while addressing their specia needs and characteristics.

Susser E; Moore R; Link B. Risk factorsfor homelessness. American Journal of Epidemiology 15(2):546-
556, 1993.

This article reviews findings concerning risk factors for homel essness among adults over the past decade.
Risk factors the authors identify include demographic characteristics, health disorders, and childhood
experiences. The data used are drawn from studies published in professional journassince 1980. The authors
a so propose a conceptual framework and study design to investigate the causal pathways linking these risk
factors to homelessness. The authors assert that study design should take into account the role that broad
societal processes play in causing homel essness.

Winkleby MA; Fleshin D. Physical, addictive, and psychiatric disorder samong homeless veteransand
nonveter ans. Public Health Reports 108(1)30-36, 1993.

This study examines the proportion of veterans among homeless adults in three shelters in Santa Clara
County, Cdlif., and whether adverse childhood events, histories of mental, physical and addictive disorders
differ among nonveterans, combat-exposed veterans and noncombat-exposed veterans. Findingsindicate that
42% of those surveyed were veterans and that both groups of veteranswere significantly morelikely to report
excessive a cohol consumption prior to becoming homeless. In addition, the length of time between military
discharge and initial loss of shelter was more than a decade for 76% of the combat-exposed veterans. The
authors contend that further research is needed to determine whether or not military serviceincreasestherisk
of homelessness.

Undated

Bureau of Primary Health Care. The Children's Health Insurance Program and homeless children:
Considerationsfor the states(dr aft). Bethesda, MD: Health Care for the Homel ess Program, DSP, BPHC,
HRSA, DHHS.

Thisdiscussion paper looks at the Children's Health Insurance Program (CHIP) which offers opportunitiesfor
Statesto extend health insurance coverage to homel ess children, and to improve homeless children's accessto
health care services. States may use up to 10% of their CHIP funds to expand existing community-based
health delivery systems and develop outreach activities to link the most difficult-to-reach children with
needed care. Thisway, states can reduce barriersto care and enhance those existing systems of care that are
most appropriate for homeless children. AVAILABLE FROM: Hesalth Care for the Homeless Program.
Phone: (301) 594-4430.

Clark M; Rafferty M. Thesicknessthat won't heal -- health carefor thenation'shomeless. Health Policy
Advisory Center Bulletin 16(4):20-28, undated.

Thearticle summarizes health data on homel ess persons and the high incidence of mental and physical health
problems. The authors discuss this population's extensive use of public hospital emergency roomsfor health
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care and the difficulties in devel oping comprehensive, coordinated systems of care. A number of successful
programs such as the Henry Street Settlement House and the St. Frances Residence in New Y ork City are
discussed.
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